1 1
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63¢0284'78
DO NOT WRITE AMENDED Registration Dlamcf No ______.._._ULanary Registration District No, /—-—ﬂa—-_ﬂeginrar‘; No. ___% STATE FILE NUMBER

ON THIS STUB FH_ED AU 6—1363 : :
1. PLACE OF DEATH 7 USUAL RESIDENCE (Where deceated Tived, 1 Institution: Rewsidence before

& COUNTY  Taeckson L a. STATE Missoufi b. COUNTY Jackson admiasion)

b. CI'I;( {If outside corporate limirs, give TOWNSHIP only) Langth of stay in 1b e CITY Intide Limits
OR

TOWN Kansas City 50 yrs iown  Kansas City Yer't] No O

c. ﬂ.g.;PflﬂlAA{lE OF [1f NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Resids on Farm

ADDRESS .
INSTITUTION. General Hospital Yo 0§ No D 8431 Lydia Yes 0 NoXD
3. gms OF ]ns):usm Firet Middis Last 4. DATE Fonth Day Your
ype or print I . . OF
William T. Lehman vea  July 16, 1963
5. SEX 6. COLOR OR RACE 7. Married [] Never Marrled [] [8. DATE OF BIRTH | %- AGE (laat hirthday} | IF UNDER 1 YEAR | IF UNDER 24 HR

Eale '.‘-th_t e Widowed X Divorced [ 6_22 -1876 87 Months Days Hours Min.

10s. USUAL OCCUPATION (Give kind of work done | tOb. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Retirea Farmer o 1 | 561f employed Oak Gpove, I11, USA

I3a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Daniel Lehman Elizabeth Mueller Minnie Lehman
15. WAS DECEASED EVER IN U.5. ARMED FORCE 1&. SOCIAL SECURITY NO. 17. INFORMANT Address

{Yes,m or unknown) I(If ye1, give war or dates o George Leman &5 w.. 90 TeI'r.

18. CAUSE OF DEATH (Enter only one causa per lins Yor [a), (D], &nd [CF INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: i QOMNSET AND DEATH

IMMEDIATE CAUSE (¢ Aicute myocardial Infarcticn

VS 300
Rev. 4/ 59

2 3a\Y

DATE AMENDED

DOCUMENT

which gave rlse to
sbove cause [a),
stating the under-

Conditlons, if any, DUE TO (b}
lying causs Inl'.]

DUE TO ({c)

PART II. QOTHER SlGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART 111, If decessed way female wm
dizesse condition given in PART | (a) there a pregnancy in last 90 days.

Chronic pulmonary Emphysema and Fibrosis . . [Oves | O %o [ O nknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART I or PART |l of item 18.}
PERFORMED O [m] [ ] . .
YES (] NO - -

20c. TIME OF. Hour Month, Day, Yesr
{NJURY am. o .
p-m. .

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J . farm, factery, straet, office bldg., etc.} . ~ _ A
NOT WHILE AT WORK J - . -

21. 1 anended the d doveosed from 7_13-63 ta. 7_16-63 and last saw ;:f':‘ alive on 7_16_63

Deeth n'ad h: 35 Pm on the date stated sbove, and to the best of my knowledge, from the causes stated.

22s. SIGNATU title} 22h. ADDRESS 22¢. DATE SIGNED
% 21].00 Cherry 7_17_63 ‘

=235, BURIAL, CREMATION, | 23b. DATE "NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State}

B AR = 19,1963 Belton Cemetery Belton, Mimsouri

[x}24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |26. REGISTRAR'S 5IGNATURE

Muehlebach 6800 Troost | 7,/f-, G 3 WM‘ZZ (Z _

{Licensed Embalmer’s Statement on Raversa Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MERICAL CERTIFICATION

lis

USE BELACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose ‘name is recorded on the reverse side of this certificate was embalmed by me,

or by S Student Embalmer No.______

working under my personal supervision. % M
Student ! i Signedy(, M M ,

Signature of Student Embalmer

Cew O R ) ) | ’ Lucensed Embalmer NO\_S'-/O—B

oA

. E L P.O. Addres.r. Vi i- ’%_m

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hns OWN HANDWRITING (Failui:e to comply
with the above constiiutes grounds for revocation of license). . ) L

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If 1his body is not embalmed, fact should be so steted above.




